While the prevalence of falls among Malaysian older adults is comparable to other older populations around the world, little is currently known about fear of falling in Malaysia. The Falls Efficacy Scale International (FES-I) and short FES-I scales to measure fear of falling have not yet been validated for use within the Malaysian population, and are currently not available in Bahasa Malaysia (BM). A total of 402 participants aged 63 years were recruited. The questionnaire was readministered to 149 participants, 4 to 8 weeks after the first administration to determine test-retest reliability. The original version of the 7-item short FES-I is available in English, while the Mandarin was adapted from the 16-item Mandarin FES-I. The BM version was translated according to protocol by four experts. The internal structure of the FES-I was examined by factor analysis. The 7-item short FES-I showed good internal reliability and test-retest reliability for English, Mandarin, and BM versions for Malaysia.
Introduction
Falls are common problems among older people. Every year, 30% of older people fall at least once (Tromp et al., 2001 ). In addition to potentially serious injuries, the pathological fear of falling (FoF) is also considered a serious consequence of falls. FoF is characterized by incidences of intense fear and walking disorders that follows a fall incident and refers to a lack of self-confidence that normal activities can be performed without falling (Legters, 2002) . Other psychological consequences of falling include loss of self-efficacy, activity avoidance, and a general loss of self-confidence (Legters, 2002) . However, it is agreed that FoF is not restricted to those who have had a fall but is also commonly found among older persons who have not had a fall (Jorstad, Hauer, Becker, Lamb, & ProFa, 2005) .
The Malaysian older population is currently expanding rapidly with the population aged 60 years and above expected to increase from 7% currently to 15% of the population by 2035 (Lee, 2013) . The prevalence of falls has been evaluated in the primary care setting as well as in the rural population and has been reported as 47% and 27%, respectively (Rizawati & Mas Ayu, 2008; Sazlina, Krishnan, Shamsul, Zaiton, & Visvanathan, 2008) . While the prevalence of falls among Malaysian older adults is comparable to other older populations around the world, little is currently known about FoF in Malaysia.
Over the last decade, there has been a systematic effort by members of the Prevention of Falls Network Europe to develop a valid and reliable instrument for measuring FoF which is known to cause significant functional impairment (Reelick, van Iersel, Kessels, & Rikkert, 2009 ) and reduced quality of life (Zijlstra et al., 2007) . The Falls Efficacy Scale International (FES-I) was developed by members of this network in 2005. The measure has excellent psychometric properties (Yardley et al., 2005) and it has been published in many different languages in countries around the world including the United Kingdom, Germany, Italy, China, Taiwan, Norway, and many more (Helbostad et al., 2010; Kwan, Tsang, Close, & Lord, 2013; Nordell, Andreasson, Gall, & Thorngren, 2009; Ruggiero et al., 2009; Zijlstra et al., 2007) . The original version FES-I consisted of a 16-item scale, which was then shortened to a 7-item short-form scale (Kempen et al., 2008) .
The FES-I and short FES-I scales have not yet been validated for use within the Malaysian population and are currently not available in Bahasa Malaysia (BM). Malaysia is a multiethnic country comprising three major ethnic groups (Malay, 50%; Chinese, 23%; and Indian 7%; Central Intelligence Agency, 2013), with the three main languages that are widely used being English, Mandarin, and BM (MyGovernment, 2013) . This study, therefore, sought to validate the short FES-I in three languages: English, Mandarin, and BM.
Methods

Participants
The English, Mandarin, and BM versions of the short FES-I scale was administered to participants aged 63 years and older. Initial assessments were conducted face-to-face. Respondents were all encourage to self-administer the questionnaires, but a researcher would be available to provide assistance, and those who had difficulty reading or due to personal preference either due to low educational level or visual problems had the questions read out to them, and others required assistance to select their answers. Readministration of the questionnaires for test-retest reliability was conducted through a telephone interview due to resource limitations. Respondents were participants screened for the Malaysian Falls Assessment and Intervention Trial and volunteers from senior citizen groups during health promotion events. Participants with or without a history of falls were included in the study. The protocol of My FAIT study (parent research) which explains the inclusion and exclusion criteria has been published elsewhere (Tan et al., 2014) . Basic demographics included age, gender, history of falls, and ethnicity (see Table 2 ).
Falls Efficacy
All participants were assessed for falls efficacy with one of the three language versions of the short FES-I: English, Mandarin, or BM. Answers ranged from not at all concerned to very concerned on a 4-point Likert-type scale. The highest and lowest possible scores obtainable per participant were 28 and 7, respectively, where higher scores indicate higher FoF. Questionnaires with two or more incomplete answers were excluded in line with the guidelines for short FES-I scoring instructions (Kempen et al., 2008) .
Translation Process
The original version of the short FES-I directly assessed falls efficacy for the English language. This questionnaire was then locally translated to produce the BM version. Forward and backward translations were performed by trained psychologists who were native BM speakers. Face validity was assessed by a panel of four experts: one trilingual (English, Chinese, and BM) consultant geriatrician, one trilingual (English, Chinese, and BM) consultant in older age psychiatry, one native English-speaking health psychologist, and one bilingual (English and BM) health psychologist. The Mandarin version of the short FES-I was produced by extracting 7 items, corresponding to the same 7 items in the English FES-I extracted from the English 16-item FES-I, from the currently available 16-item Mandarin FES-I (Kwan et al., 2013) . The new 7 items included statements that enquired if respondents had FoF while performing various activities of daily living.
Test-Retest Reliability
The questionnaires were readministered to a subsample of the same participants 4 to 8 weeks after their initial test by telephonic interview. This method was preferred as it reduced burden of further visits on our participants. Furthermore, as the literacy rate among our older population is low, many participants had difficulties when responding to the questionnaires without assistance. Telephone interviews were also found to be time-efficient and had lower levels of missing data compared to postal questionnaires (Feveile, Olsen, & Hogh, 2007) .
Statistical Analysis
All statistical analyses were performed using the IBM SPSS version 22. Continuous variables were plotted as histograms and tested with the Kolmogorov-Smirnov test to determine normal distributions. Normally distributed data were reported as mean with standard deviation (SD). Nonnormally distributed data were reported as median with interquartile range (IQR). Categorical data were presented as frequencies with percentages in parenthesis. As the short FES-I score was nonnormally distributed, a Mann-Whitney U test was used to determine statistical significance between two groups, while categorical data were compared with chi-squared tests. The Cronbach's alpha was used to determine internal reliability for the three language versions of short FES-I.
Test-retest reliability was assessed by intraclass correlation coefficient (ICC) between scores obtained in the baseline (T1) and follow-up (T2). An estimated sample size of 46 would provide 80% power at a significance level of 0.05 to measure an ICC of 0.90 for test-retest reliability. The internal structure of all the three version of the FES-I was examined by factor analysis using principal axis factoring analysis with Promax rotation.
An arbitrary median cut-off was employed to dichotomize short FES-I scores into two groups: <11 (lower concern) and 11 (higher concern). We then calculated the odds ratios to determine differences in FoF between age-groups, gender, ethnicity, and a history of falls. A sensitivity analysis was performed excluding those who completed the questionnaires in Malay and Chinese.
Results
Of 466 participants recruited, the results from 402 participants were eligible for inclusion. The proportions of completed questionnaires according to language versions were English (n ¼ 296, 73%), Mandarin (n ¼ 54, 13.4%), and BM (n ¼ 52, 13%). A total of 44 participants were excluded from the analysis due to two or more unanswered items. Overall, 8% of the questionnaires had one missing data point, while 0.99% of participants had missing demographic data such as age, gender, and ethnicity. Table 1 summarizes the median scores with IQR for the overall short FES-I score, short FES-I scores in three different languages, the median retest scores, internal reliability, and test-retest reliability (Table 1) . Table 2 describes the median overall short FES-I scores, and then separately for all the three language versions according to age, ethnicity, gender, and the number of participants with lower and higher concern FoF. The arbitrary FES-I cut-off employed was 12 (out of 28) for higher concern FoF. Participants aged 75 years and older had significantly higher overall and English short FES-I scores compared with those below 75 years. Females who have completed the English questionnaire had significantly higher FoF scores compared to males (Table 2) .
Result from factor analysis of the 7-item in the FES-I is documented in Table 3 . Kaiser-Meyer-Olkin value for overall and all the three language versions were at least 0.76 which was considered to be good and reducible to a single factor. A single factor was extracted with explained variance in range from 38% to 58%. The minimum factor loading was 0.49 which was from Item 7 in BM version. Overall, there was sufficient evidence of unidimensional among all the 7 items in each language version (Table 3) . Table 4 displays the overall participants' age, gender, and ethnic characteristics, as well as the proportion of higher or lower concern FoF among the participants who were fallers versus nonfallers (Table 4) . Unadjusted odds ratios suggested that participants aged 75 years with falls were significantly more likely to report higher FoF, while the ethnic Chinese were significantly less likely to report higher FoF. However, after adjustments for age and ethnicity, falls was no longer associated with increased FoF. Being ethnic Chinese remained a protective factor, and being 75 years remained a risk factor for increased FoF (Table 5) . Short FES-I by category ¼ lower concern (scores 7-11) and higher concern (scores 12-28).
Discussion
The short FES-I is used for its excellent psychometric properties and precedence of usage in many countries worldwide (Dias et al., 2006; Helbostad et al., 2010; Kwan et al., 2013; Nordell et al., 2009; Ruggiero et al., 2009; Zijlstra et al., 2007) . It is also quick and easy to administer. Shorter measures were associated Short FES-I by category ¼ lower concern (scores 7-11) and higher concern (scores 12-28).
with higher response rates and answered more seriously than longer measures (Sahlqvist et al., 2011) . The Malaysian older population has a lower level of literacy (25.7%) compared to developed nations such as America (Brown, Prisuta, Jacobs, & Campbell, 2004; Department of Statistics Malaysia, 2010) . Another study with 2,563 respondents showed that a significantly higher percentage of older adults are receiving extensive support with their daily tasks (Abolfathi Momtaz, Ibrahim, & Hamid, 2014) . Asian tradition of filial piety is a respectable practice where older adults depend on their children and in-laws for support in various aspects of living including financial and personal care. In recent times, family caregiver support is interchangeable with salaried foreign domestic workers. Thus, the short FES-I that focused on personal home-based activity was a better fit compared to the original 16-item FES-I which have included questions on more independent tasks such as cooking which would have been nondiscriminative in our population as few of our elderly actually perform these tasks regularly. Therefore, a shorter FES-I was preferred as it was less complicated, required shorter attention span, and was more culturally relevant to our population. All the three language versions of short FES-I showed good internal consistency, test-retest reliability, construct validity, and responsiveness. The overall FoF levels were consistent with the global trend where females have higher FoF scores compared to men (Vellas, Wayne, Romero, Baumgartner, & Garry, 1997) . Participants in the old age-group (75 years) were significantly more likely to experience a higher concern for falling compared to the young-old age-group in line with findings from various countries (Delbaere et al., 2010; Vellas et al., 1997; Zijlstra et al., 2007) . As falls risk and other comorbidities increase with age, these are likely to explain why FoF increases with age as well.
Interestingly being an ethnic Chinese older adult in Malaysia increases the probability of obtaining FoF scores reflecting lower concern for falling. Probable explanations for this scenario include higher literacy among the Chinese older adults in Malaysia compared to other ethnic groups (Wu & Rudkin, 2000) , with lower literacy being a significant factor in increasing FoF (Mane, Sanjana, Patil, & Sriniwas, 2014) . The same study also found that older adults with restricted daily activities had a significantly higher FoF than those who were ambulatory. Furthermore, Malaysian Chinese adults were found to have a more active lifestyle compared to other ethnic groups in Malaysia (Ismail et al., 2002) . There was no significant difference in levels of FoF between participants who have had reported falls and those who never had a fall after adjustment for age and ethnicity. This was unexpected as FoF has been widely reported to be strongly associated with a history of previous falls (Park et al., 2014) . The reasons underlying this discrepancy have yet to be elucidated and therefore deserve further study. However, we speculate that this may be due to the drastic reduction of activity among participants who have FoF, which subsequently leads to false negative results of reduced or no further falls. This behavior is often supported by our culture as highly mobile tasks will be assumed by caregivers. A recent article published from data obtained from, 1,000 participants in the Melbourne Longitudinal Studies on Healthy Ageing has also found that a history of falls was not associated with FoF (Clemson, Kendig, Mackenzie, & Browning, 2014) .
Limitations
As this was a cross-sectional analysis, falls information was taken retrospectively. Hence, the number of falls and nature of falls (once or recurrent falls) and associated injuries or presentation to medical services could not be captured. In addition, our sample was not representative of the nations' ethnic distribution (Malay, 50%; Chinese, 23%; and Indian, 7%; Central Intelligence Agency, 2013) , with our participants being predominantly Chinese. This is likely to have occurred as our target sample was urban-dwelling older adults which consequently had a higher proportion of ethnic Chinese (Department of Statistics Malaysia, 2010). The longer life expectancy of the ethnic Chinese could also lead to overrepresentation in the older age-groups. We had employed numerous methods of questionnaire administration to suit our population and our level of funding; however, despite having to adopt these strategies, the questionnaires had demonstrated good ICCs.
Conclusion
More research is needed on the factors associated with FoF with focus on cultural practices of Malaysia. This could identify potentially modifiable risk factors for the development of specific and efficient treatment strategies to reduce FoF. 
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